pie, average FVC at age 8 for a child whose mother smoked on< pack per day, was 0.33% higher than a child with a nonsmokhij mother. On the other hand, the growth rate for FVC was 0.17$ lower for a child with a smoking mother. This would be equivalen to a 2.8 percent decrease in pulmonary development throughou childhood and implies a decrease in the development of pulmonar function in children of smoking parents.
In view of the effects that climatic conditions can have 01 housing characteristics, and subsequent ventilation rates, it wouli be advantageous to conduct longitudinal studies in regions of th United States other than the Northeast. In any future studies great care should be taken, as it was in the two cohort studies, t account for potential confounding variables in the analyses, sue as socioeconomic status and gas cooking. Another aspect the deserves more attention in future studies is the effect on children pulmonary function when parents stop smoking.
THE EFFECT OF PASSIVE SMOKING ON RESPIRATORY INFECTIONS
There is now strong evidence that bronchitis, pneumonia, an other lower-respiratory-tract illnesses occur more frequently (< least during the first year of life) in children who have one < more parents who smoke (see Table 11-5). Evidence that th increased frequency of acute respiratory infections continues in1 later childhood is less convincing, although the evidence from boi cross-sectional studies and cohort studies shows such a trend.
Harlap and Davies (1974) followed a cohort of 10,672 infan born in Israel between 1965 and 1968, Admissions to the hospit during the first year of life were recorded. Information about m ternal smoking was obtained during the pregnancy only. Infanin Tecumseh, Michigan. Children 0 to 19 years old were followed for 15 years, during which time questionnaire information was collected from both parents. FEVi and FVC values were significantly lower by 5% in male nonsmokers 10 to 19 years of age whose parents were current smokers.
